CHIROPRACTIC CARE: ATTEMPTING
A RISK-BENEFIT ANALYSIS

In his article about chiropractic care,' Ernst at-
tempts to support a no-confidence vote dis-
guised as a risk—benefit concern. Several aspects
of Ernst’s article need to be addressed. First,
more than 50000 doctors of chiropractic are
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practicing in America alone, not to mention
North American.? Ernst suggests that there are
a mere 5000.

Second, attempting to select literature that
found chiropractic care to be ineffective, Ernst
omits several key studies that were valid in their
design. In a 10-year, multicenter trial, Meade
found chiropractic care significantly more effec-
tive than medical care and physiotherapy for
back pain patients with chronic or severe pain.?
A follow-up study found favorable results a year
later.* Multidisciplinary, government-based stud-
ies in the United States and Canada determined
that spinal manipulation is effective for treat-
ment of lower-back pain and costs substantially
less owing to greater speed of recovery.>®

Ernst is critical of chiropractic research that
comprises more than spinal manipulation.
However, many medical interventions that em-
ploy the use of medication are accompanied by
instructions on diet and lifestyle to enhance ef-
fectiveness. Would the author have the same
problem with a medical study that tested the
effectiveness of a diabetes therapy that in-
cluded a physician’s home instructions to exer-
cise? The truth is, providers often use more
than a single intervention, and there is no rea-
son to judge effectiveness exclusively on the
basis of one method. If chiropractors render
care that reduces pain and morbidity, then re-
gardless of methodology, a positive outcome is
realized. With humans as the subjects, that is
often all one has to go on. In the case of the
Agency for Health Care Policy and Research,
spinal manipulation was recommended as the
only treatment on the list of proven treatments
that had to be administered by a doctor.

As to safety of neck manipulation, Ernst
states that “essentially everyone” receiving chi-
ropractic care is at risk of an adverse event. This
is true only to the extent that everyone treated
by a medical physician is at risk of an adverse
event. Haldeman, as recently as October 2001,
found that “[t]he likelihood a chiropractor will
be made aware of an arterial dissection follow-
ing cervical manipulation is approximately
1:8.06 million office visits, 1:5.85 million cervi-
cal manipulations and 1:48 practice years.”” Let
Ernst contrast that with surgical interventions to
the neck.

While Ernst contends that risks may be hard
to analyze, the known risk is extremely low
when compared with risks of nonsteroidal anti-

inflammatory drugs (NSAIDs) for the same or
similar problems. The New England Journal of
Medicine called NSAID events a “silent epi-
demic,” with an estimated 16 685 deaths a year
attributed to these drugs. Coulter and Hurwitz
state gastrointestinal events from NSAIDs to be
1000:1 million.®

Since the October issue of the Journal was
dedicated to alternative and complementary
medicine, it would seem appropriate to remind
readers not to hold this provider community to
standards any more rigorous than those ap-
plied to “standard” medicine. Eddy, a former
thoracic surgeon, noted that “only 15% of
medical interventions are supported by valid
scientific evidence with many interventions
never being assessed at all.”® So in all, many
interventions, medical nor complementary,
can’t be assessed for accurate risks versus ben-
efits. Patients are demanding alternatives. Let’s
not write any off until all have been tested
properly, including both complementary and
medical interventions. M
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